INTRODUCTION {#sec1-1}
============

In India, 13--15 people die every hour due to an accident. In 2011, about 142,485 people died in road traffic accidents (RTAs) in India, which is the highest ever in the world. Expected future road traffic deaths suggest that the death toll will increase by approximately 66% over the next two decades. It is low in high-income and developed countries of approximately 28%, with an increase in RTA-related death of almost 92% in China and 147% in India.\[[@ref1]\] A total of 4,67,044 road accidents have been reported by States and Union Territories (UTs) in the calendar year 2018, claiming 1,51,417 lives and causing injuries to 4,69,418 people.\[[@ref1]\] The RTA death rate may increase to approximately 2/10,000 people in developing countries by 2024; however, it will decrease to \<1/10,000 in high-income countries. Mortality and morbidities due to road traffic injuries in India are projected to increase by 150% by 2020.\[[@ref1][@ref2][@ref3]\] The nature of injuries sustained due to trauma is well understood; however, the causes of injury are less well understood. There are very few studies from developing countries on the epidemiology of trauma and the data is scanty.\[[@ref3]\]

RTA-related information was collected from each tertiary care hospital included in the study, which was compiled and analyzed. However, every case of RTA admitted in defense hospital was reported as medico legal. A shocking temperament which was seen is that many of the accident victims do not report about the accident or injury sustained, to the police and try to solve by mutual understanding between both parties. The collection of data by the local police regarding accident was usually incomplete and manipulated as it was collected by untrained individuals that cannot be used in any research purpose to formulate any guidelines. Adequate and reliable information on the characteristics of victims, causes and type of accidents, frequency and severity of injuries, types of vehicles, and outcome of management is essential for understanding and planning is required for the overall management of the trauma epidemic and its prevention.

Now it is high time to create trauma registries, surveillance, and research in trauma. Our study aims to describe the characteristics of trauma patients, risk factors, and their outcome, who were admitted to the trauma centers in a tertiary care hospital in different locations, and to create a database for research purposes.

As there is an increasing incidence of mortality among roadside trauma patients, it is important to analyze its epidemiology to prevent trauma-related morbidity and mortality. The team of authors reviewed the trauma epidemiology prospectively at a different trauma center with equal capabilities in India and evaluated the factors that led to trauma-related deaths.

MATERIALS AND METHODS {#sec1-2}
=====================

The present observational study was conducted at three centers namely Jalandhar, Guwahati, and Mumbai trauma center simultaneously. The study was conducted after ethics committee permission from each institution (MHJREC-2011-1-2-3). We collected the data for one year to take care of seasonal variation in road accidents. The trauma registration data had been collected since March 01, 2011, to 28 Feb 2012, and 2466 patients were registered. Cases relating to suicide, poisoning, drowning, and burns were excluded from the study. A simple self-explanatory questionnaire were prepared, and data so obtained was analyzed. Patients\' demographic details such as age, sex, systolic blood pressure (BP) on arrival/admission, rate of respiration at admission, Glasgow Coma Scale (GCS) score at the time of arrival, hemoglobin, blood group, at the time of admission in the hospital interval from injury to admission to trauma center, specific injury, Injury Severity Score (ISS), and mechanism of injury were noted. History of preexisting comorbidities such as ischemic heart disease, diabetes mellitus, hypertension, chronic liver disease, and renal disease was also noted. Injured body region was also recorded. As many patients suffer from more than one injury or injury to many body regions involved, patients with head injury combined with other injury were placed under a group called head injury group. Similarly, patients with orthopedic injury combined with other injury were placed under a group called orthoinjury group and orthopedic injury along with head injury called orthoneuro group. Rest of the other multiple injury patients not fitting in these above group were placed together as polytrauma. These groups were created based on the combination of injury because more than 70% of injuries reporting to any trauma center are either head injury with other injury or ortho injury with other injuries. The results of the treatment were recorded and analyzed.

Statistical analysis {#sec2-1}
--------------------

All statistical calculations were performed using SPSS software version 19.0 (SPSS Inc., Chicago, IL, USA). The frequencies for variables were identified using descriptive statistics. Identification of the independent factors and multivariat analysis associated with trauma mortality was obtained through the adjustment of a logistic regression. Pearson\'s Chi-square tests were used for categorical variable analysis between survivors and nonsurvivors. Student\'s t-tests, or nonparametric tests when necessary, were applied for quantitative variable analysis. Only the variables associated with mortality that yielded *P* \< 0.5 in the initial analysis were placed into the logistic regression analysis. Confidence intervals 95% and odds ratios were used to estimate the associations with nonsurvivors.

RESULTS {#sec1-3}
=======

A total of 2650 injuries were recorded in 2466 patients. The mean age of the patients was 28.78 ± 15.29 years. Majority of the patients admitted were among young age group of 14--40 years (75.9%) \[[Table 1](#T1){ref-type="table"}\]. Orthopedic, spinal, and head injuries were the most common injuries and affect larger population. Preexisting co morbidities, blood pressure and respiration among trauma victims has been shown in [Table 2](#T2){ref-type="table"}. Head was the most commonly involved region; among 2466 patients, 1000 patient had head injury (40.5%). The head injury included cerebral contusions, intracranial hematoma, dural hematomas, skull fractures, and cerebral edema. Extremity injuries were the 2^nd^ most frequent (*n* = 480/2466, i.e., 19.4%). Spinal injuries constituted 14.5% (*n* = 358), chest injuries with hemothorax constituted 12.8% (*n* = 318), and abdominal injuries along with head injury constituted 7.7% (*n* = 190). Mangled forearm (unsalvageable) was found in five patients, in whom amputation was done. Cardiac and pericardium injury was found in 12 patients. The most common injury noted was diffuse axonal injury in 301 patients (11.3%) followed by contusion of the brain (*n* = 262; 9.8% of injuries). In lower limb, the common fractures were fracture tibia and fibula (*n* = 119; 4.8%), trochanteric fracture femur (*n* = 59; 2.3%), distal femur fracture (*n* = 34; 1.2%), and posterior dislocation of hip (*n* = 28; 1.0%). Central fracture dislocation of hip and posterior dislocation of hip were common dislocations of hip joint. Lower limb injury constituted 365 patients (13.7%), of which 117 were compound fractures (117/365, i.e., 32.0%) as shown in [Table 3a](#T3a){ref-type="table"}--[d](#T3d){ref-type="table"}.

###### 

Distribution of patients by age (*n*=2466)

  Age (years)   *n* (%)
  ------------- ------------
  14-20         536 (21.7)
  21-30         636 (25.7)
  31-40         701 (28.4)
  41-50         379 (15.3)
  51-60         166 (6.7)
  \>60          48 (1.9)
  Total         2466

###### 

Preexisting conditions and type of injury

  Variables                                             *n* (%)
  ----------------------------------------------------- -----------------------------
  Preexisting comorbidity                               
   Hypertension                                         394 (15.9)
   IHD                                                  190 (7.7)
   DM                                                   689 (27.9)
   CKD                                                  131 (5.3)
   CLD                                                  98 (3.9)
  BP                                                    
   Systolic \<90/80                                     982 (39.8)
   Diastolic \<60                                       561 (22.7)
  Respiratory rate                                      
   \<15                                                 317 (12.8)
   15-25                                                1984 (80.4)
   \>30                                                 165 (6.6)
  Type of injury (total *n*=2650 in 2466 patients)      Number of patients, *n* (%)
  Isolated head injury                                  309 (12.5)
  Head injury with major bone fracture                  312 (12.6)
  Head injury with an abdominal injury                  190 (7.7)
  Head injury with pelvic injury                        189 (7.6)
  Chest injury with lung contusion/heamothorax          318 (12.8)
  Cervical spine injury, neurologically intact          89 (3.6)
  Cervical spine injury with quadriplegia               21 (0.8)
  Dorsal lumbar spine injury with neurological intact   219 (8.8)
  Dorsal lumbar spine injury with paraplegia            29 (1.1)
  Extremity fractures                                   480 (19.4)
  Maxillofacial injury                                  115 (4.6)
  Other injury                                          144 (5.8)
  Mangled forearm (unsalvageable)                       5 (0.2)
  Mangled leg (unsalvageable)                           2 (0.08)
  Cardiac and pericardium                               12 (0.4)
  Crush injury - hand and foot                          32 (1.2)

CKD: Chronic kidney disease, DM: Diabetis mellitus, CLD: Chronic liver disease, IHD: Ischemic heart disease, BP: Blood pressure

###### 

Distribution of the head, face, and neck injuries (*n*=1145/2650) noted in 2466 patients included in the study

  Body site                  Nature of injury                          *n* (%)      Remarks                   Final outcome
  -------------------------- ----------------------------------------- ------------ ------------------------- ----------------------------------
  Head (*n* = 1000; 37.7%)   Cerebral contusion                        262 (9.8)    172 multiple              2 died
                             Extradural hemorrhage                     142 (5.3)    98 large (EDH)            All improved
                             Subdural hemorrhage                       90 (3.3)     42 large (SDH)            All improved
                             Subarachnoid hemorrhage                   49 (1.8)     Massive hemorrhage in 3   All improved
                             Diffuse axonal injury                     301 (11.3)                             6 died
                             Intracerebral hemorrhage                  87 (3.2)                               All 3 died
                             Fracture skull                            69 (2.6)                               All improved
  Face (*n* = 115; 4.3%)     Fracture mandible                         24 (0.9)     Fixed with plate          } All improved
                             Maxillofacial injury                      31 (1.1)     Fixed with plate          
                             Fracture maxilla                          32 (1.2)     Fixed with plate          
                             Fracture orbital cavity                   28 (1.0)     Fixed with plate          
  Neck (*n* = 30; 1.1%)      Cervical spine injury with no deficit     19 (0.7)     Fixed with plate          Improved
                             Cervical spine injury with quadriplegia   21 (0.7)     Fixed with plate          Discharged in quadriplegic state

EDH: Extradural hematoma, SDH: Subdural hematoma

###### 

Distribution of the chest, cardiac, abdomen, and pelvis injuries (*n*=546/2650) noted in 2466 patients included in the study

  Body site                                  Nature of injury                             *n* (%)     Remarks                                                     Final outcome
  ------------------------------------------ -------------------------------------------- ----------- ----------------------------------------------------------- ---------------------------------
  Chest (*n* = 318; 12.0)                    Multiple rib fractures                       62 (2.3)    Minimal collection                                          } All improved
                                             Ribs fractures with hemothorax               134 (5.5)   110 - Bilateral hemothorax                                  
                                             Hemo-pnemothorax                             48 (1.8)                                                                
                                             Lung contusion                               42 (1.5)                                                                
                                             Flail chest                                  32 (1.2)                                                                
  Cardiac and pericardium (*n* = 12; 0.45)   Hemopericardium                              12 (0.4)                                                                2 died in hospital, 10 improved
  Abdomen (*n*=114; 4.3)                     Solid organ laceration with hemoperitoneum   87 (3.2)    38 - Liver laceration, 42 spleenic injury, 7 renal injury   4 died, 83 improved
                                             Intestinal perforation with hemoperitoneum   27 (1.0)                                                                
  Pelvis (*n* = 102; 3.8)                    Bladder rupture                              27 (1.0)                                                                } All improved
                                             Fracture of iliac bone                       48 (1.8)                                                                
                                             Acetabulum fracture                          27 (1.0)                                                                

###### 

Distribution of lower and upper limb Injuries (n=638/2650) noted in 2466 patients included in study

  Body site                      Nature of injury                            *n* (%)     Remarks                                                            Final outcome
  ------------------------------ ------------------------------------------- ----------- ------------------------------------------------------------------ ----------------
  Upper limb *n*=273 (10.3%)     Fracture around shoulder girdle             111 (4.1)   87 Clavicle, 14 scapula                                            } All improved
                                 Fracture humerus shaft                      14 (0.5)    \-                                                                 
                                 Fracture distal humerus                     35 (1.3)    23 open fracture                                                   All improved
                                 Fracture Radius/Ulna                        23 (0.8)    \-                                                                 All improved
                                 Mangled forearm/wrist                       5 (0.1)     Unsalvageable                                                      Amputation
                                 Fracture with vascular injury               9 (0.3)     Unsalvageable Fracture shaft humerus with Brachial artery injury   Amputation
                                 Crush injury hand                           25 (0.9)    \-                                                                 All improved
                                 Degloving injury                            51 (1.9)    \-                                                                 All improved
  Lower limb *n* = 365 (13.7%)   Trochanteric fracture                       59 (2.3)    \-                                                                 All improved
                                 Posterior dislocation hip                   28 (1.0)    \-                                                                 } All improved
                                 Fracture dislocation hip                    13 (0.4)    \-                                                                 } All improved
                                 Fracture Femur shaft                        26 (0.9)    11 open fractures                                                  } All improved
                                 Fracture distal Femur                       34 (1.2)    12 open fracture                                                   } All improved
                                 Fracture patella                            27 (1.0)    \-                                                                 All improved
                                 Posterior dislocation knee                  5 (0.18)    \-                                                                 All improved
                                 Fracture proximal Tibia                     17 (0.64)   \-                                                                 All improved
                                 Fracture Tibia shaft                        119 (4.8)   87 open fracture                                                   All improved
                                 Fracture distal Tibia                       11 (0.44)   7 open fracture                                                    All improved
                                 Floating knee injury                        1 (0.03)                                                                       All improved
                                 Mangled leg & Foot                          2 (0.07)    Unsalvageable                                                      Amputation
                                 Traumatic near total amputation leg/ankle   4 (0.15)    Unsalvageable                                                      Amputation
                                 Degloving injury                            14 (0.52)                                                                      All improved
                                 Fracture with vascular injury               5 (0.18)    Fracture with popliteal artery injury                              All improved

All improved All improved

###### 

Distribution of dorsal spine and other injuries (*n*=321/2650) noted in 2466 patients included in the study

  Body site                             Nature of injury                                        *n* (%)     Remarks   Final outcome
  ------------------------------------- ------------------------------------------------------- ----------- --------- --------------------------------
  Dorsal spine injury (*n*=248; 9.3%)   Dorsal lumbar spine injury with neurologically intact   219 (8.2)             Improved
                                        Dorsal lumbar spine injury with paraplegia              29 (1.0)              Discharged in paraplegic state
  Other injuries (*n* = 73; 2.7%)       Degloving, bruising minor fractures, laceration etc.    73 (2.0)              All improved

In our study population, 2251 (91.32%) patients were male and 215 (8.71%) were female. The mean interval to the presentation of the injured patient reporting to the hospital was 1.23 ± 1.63 days \[[Table 4](#T4){ref-type="table"}\]. Among the injured patients, 790 (32.0%) patients were admitted within 6 h of accident and 934 (37.4%) were admitted within 12 h, while 563 (22.8%) was admitted within 18 h of accident, as shown in [Table 4](#T4){ref-type="table"} and [Figure 1](#F1){ref-type="fig"}. Two-wheeler accident (1037 \[42.0%\]) was the leading cause of the accident as shown in [Table 5](#T5){ref-type="table"} and [Figure 2](#F2){ref-type="fig"}.

###### 

Time since initial injury and arrival in hospital/admission in hours

  Time (h)   *n* (%)
  ---------- ------------
  \<1        29 (1.17)
  1-6        790 (32.0)
  6-12       934 (37.4)
  12-18      563 (22.8)
  18-24      102 (4.1)
  \>24       48 (1.9)
  Total      2466

![Time interval between injury and presentation](IJCIIS-10-9-g001){#F1}

###### 

Distribution of cases by mode of injury (*n*=2466)

  Mode of injury           *n* (%)
  ------------------------ -------------
  Two-wheeler accident     1037 (42.0)
  Car accident             865 (35)
  Fall from height         194 (7.8)
  Pedestrian               213 (8.6)
  Hit by animal            34 (1.3)
  Personal assaults        48 (1.9)
  Gunshot injury           11 (0.4)
  Fall from moving train   21 (0.8)
  Fall from moving bus     43 (1.7)
  Total                    2466

![Distribution of cases by mode of injury](IJCIIS-10-9-g002){#F2}

Injury related to alcohol consumption on the part of drivers and the use of mobile phones is depicted in [Table 6](#T6){ref-type="table"}. The type of injuries has been shown in [Figure 3](#F3){ref-type="fig"}.

###### 

Nature of driving faults (with or without helmet, with or without seat belt, and with or without influence of alcohol)

  Nature of fault                                               *n* (%)
  ------------------------------------------------------------- ------------
  High speed driving car without a seat belt                    402 (16.3)
  High speed driving car with a seat belt                       241 (9.7)
  High speed/reckless/rash driving motorbike with a helmet      194 (7.8)
  High speed/reckless/rash driving motorbike without a helmet   213 (8.6)
  Driving car under the influence of alcohol                    239 (9.6)
  Driving motorbike under the influence of alcohol              273 (11.0)
  Overriding while overspeeding                                 190 (7.7)
  Talking on mobile while driving car                           280 (11.3)
  Talking on mobile while driving a motorcycle                  235 (9.5)
  Talking with copassenger while driving a car                  199 (8.0)
  Total                                                         2466

![Chart showing type of injuries](IJCIIS-10-9-g003){#F3}

The mean ISS was 12.67 ± 5.86 (median 8), and the mean GCS was 11.67 ± 5.12 (median GCS 15). Among 2466 patients whose GCS could be recorded, 617 (25.0%) had a score in the range of 5--8 (severe head injury), 341 (13.8%) had a score in the range of 9--12 (moderate); and 1508 (61.11%) had a score range of 13--15 (mild) as shown in [Table 7](#T7){ref-type="table"}. The frequency of body part involved in accident has been shown in [Figure 4](#F4){ref-type="fig"}.

###### 

Patients' characteristics on arrival/admission

  Variables                                       Mean±SD        Median
  ----------------------------------------------- -------------- -------------------------
  Patient age                                     38.38±16.9     33
  Time since injury and arrival to hospital (h)   29.22±171.6    6.9
  Rate of respiration                             22.22±5.7      22
  Systolic BP                                     89.49±21.79    68
  ISS                                             12.67±5.86     8 (*n*=1089)
  GCS                                             11.67±5.12     15 (*n*=617)
  Time to a blood transfusion given               36.12±42.91    24 (*n*=912)
  Number of a blood transfusion given             2.34±1.4       3 (*n*=1129)
  Number of patients needed a blood transfusion   4.11±2.21      486.5 (*n*=972) (39.4%)
  Presence of alcohol                             419.12±67.87   256.5 (*n*=512)

BP: Blood pressure, SD: Standard deviation, GCS: Glasgow Coma Scale, ISS: Injury Severity Score

![Frequency of body part involved in accident](IJCIIS-10-9-g004){#F4}

DISCUSSION {#sec1-4}
==========

In our study population, 2251 (91.32%) patients were male and 215 (8.71%) were female. The mean interval to the presentation of the injured patient reporting to the hospital was 1.23 ± 1.63 days. Among the injured patients 790 (32.0%) patients were admitted within 6 h of accident and 934 (37.4%) were admitted within 12 h, while 563 (22.8%) were admitted within 18 h of accident. The results of the present study are somewhat similar and confirm the finding of others regarding head injuries and skeletal trauma published in the literature.\[[@ref4][@ref5][@ref6]\] Traumatic brain injury, especially diffuse axonal injuries, has poor outcome and has high mortality and morbidity.\[[@ref7]\] Many patients that died after discharge at home died due to the development of some or other complication and lack of nursing care in a developing country like India. It was also a quite frequent finding that pedestrians are hit by a motorcycle and other vehicles and cause head injuries.\[[@ref8]\] Head injury from motorbike injuries occurred mainly among riders who did not wear protective helmets. Many motorbike riders do not use the recommended helmet instead of preferring to use a small cap without a proper strap. In India, the incidence of RTAs is less when a female drives vehicle than a male because women drive carefully and safely.

Spinal cord injury of pedestrians being hit by a speeding vehicle was the most common injury in RTA next to fall from height. However, in a developed country, vehicle head on collision is the most common cause of spinal cord injury.\[[@ref8][@ref9][@ref10]\] In India, in rural and even in urban area, lack of railing on roof and proper lights is responsible for the fall of people sleeping on rooftops, especially during summer seasons.

In our study, an alarming and shocking finding of delay in the admission of trauma victim following injury was noted. This may be due to an attitude of apathy among bystanders. Trimodal distribution of death was seen in trauma patients following first mode within seconds to minutes, second mode within hours, and the third phase within days to weeks.\[[@ref11]\] If phase-specific intervention was done timely, mortality can be reduced significantly. Primary prevention was observed in the first phase, better transport facilities and care during transport during the second phase, and specific management in the hospital during the third phase.\[[@ref12]\] We observed that there was longer waiting time to admission that raises the efficiency on the existing emergency response system. In our study, a total of 514 trauma victims were brought after considerable delay to the hospital by government ambulances because of unavailability of ambulances.

In India, many people are on roads at any given times and among them are pedestrians, bicyclists, and motorcyclists. Cars, scooters, and many heavy motor vehicles are also using the same roads, and the likelihood is higher for accidents to occur in these overcrowded and narrow roads. Results of our study confirm the findings noted by similar published data that have reported a high proportion of deaths on these overcrowding roads.\[[@ref13][@ref14][@ref15]\]

However, few studies reported no significant difference in mortality when a trauma victim was directly admitted and referred groups.\[[@ref16][@ref17][@ref18]\] However, many authors have reported that immediate transfer (scoop and run) to a tertiary care center lowers mortality among major trauma patients.\[[@ref19][@ref20][@ref21][@ref22][@ref23]\] However, this will possible only by introducing awareness in bystanders and first responders, an effective prehospital care, an organized system of triage, dedicated pool of ambulances services and fast easy transport like air evacuation (air ambulances). Bodalal *et al*.\[[@ref24]\] noted that the younger age group (20--29 years of age) formed the majority of RTA cases, while there was a trend toward an increasing average age of patients involved in an accident. In order to reduce mortality and morbidities in accident victim and to prevent road traffic accident, the knowledge of road safety measures like, use of pavements by pedestrians, avoiding reckless and risky driving and wearing of helmet is reqired. Government should insure the easy availability of ambulance which automatically improves prehospital care. Promoting good medical evacuation system, recording system, and government initiative to improve early medical care for trauma victims is required to improve survival rate among polytrauma patients. Further multicentric research including large patient data is required to explore the risk factors that influence the frequency of road accidents in the community in developing countries, especially in India where overcrowding on roads and reckless driving prevails. The length of hospital stay ranged from 2 days to 152 days, with a mean of 24.5 ± 12.2 days. The median was 21.3 days. Hospital stay for nonsurvivors ranged from 1 day to 31 days (mean 6.2 ± 1.3 days and median 5.7 days). The length of intensive care unit stay ranged from 1 day to 39 days (mean = 9.3 ± 3.2 days, median 7.41 days). On multivariate logistic regression analysis, it was clearly shown that patients with severe trauma and those with major bone fractures like femur or tibia stayed longer in the hospital (*P* \< 0.001). Patients with severe trauma, BP \< 90 mmHg, and severe head injury (GCS = 3--8) has statistically significantly higher mortality (*P* \< 0.001).

The authors intend to improve treatment and prevent trauma deaths by analyzing the results of treatments and causes of trauma-related deaths. In order to enhance the quality of treatment for severe RTA trauma patients, every local hospital being equipped to take care of these patients, at least initial resuscitation, is concerned. A dedicated ambulance service has been initiated by the Indian government at free of cost for rapid evacuation to the nearest hospital. There is a need for the development of trauma centers, and ambulance service is also required to improve rapid transport. However, immediate stage-wise management, effective damage control, or trauma team management (involving orthopedic surgeon, general surgeons, thoracic and cardiovascular surgeons, and neurosurgeons) is required. In addition, a national trauma registry system is required to study the epidemiology, which results in improvement in trauma care.

We noted high mortality rate when accident takes place in the night and in early morning. It may be because of the lack of streetlights, sleeplessness of driver, and most of the heavy-vehicle drivers were under the influence of alcohol, which made the accidents worse.

Limitation {#sec2-2}
----------

The limitation of the present study is that the study was carried out at multiple centers with varied traffic congestion, which may affect the evacuation of injured patients to the trauma center. The patients who were expired during cardiac pulmonary resuscitation and those who dead on arrival should have been considered for major trauma outcome. The studies should have taken into consideration autopsy results, hours of surgery, and occupational hazard. All cases of death due to roadside accident were labeled as medico legal, and autopsy was done at a dedicated center designated by the Indian government (district hospitals), however their results were not available on time. This results into failure to establish the exact cause of death. Other limitations such as deaths outside of the hospital such as discharge against advice or death after discharge were not accounted for in this study. Follow-up was not considered in the present study.

CONCLUSION {#sec1-5}
==========

Road accidents are an epidemic and a constantly increasing health problem in India. The most commonly affected are males and college and university students (young age group). Motorized two wheelers are the offending vehicles in most cases, and those who are affected largely do not use helmet. Driving under the influence of alcohol and overspending are the other common causes of RTA. The government is trying to levy fine on those who do not obey traffic rules such as speed limit, use of safety belts, and helmets, but still, people brake rules, however if combined with better quality roads and roadside illumination, accident scan can be minimized considerably. Public education, a proper prehospital trauma care system, sensitization of bystanders, and definitive trauma care facilities combined with rehabilitation are required for better outcome of trauma victims.
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